least one month before any corrective operations are undertaken, for the subsequent immobilization in plaster will tend to cause hypercalcaemia and to precipitate vitamin-D poisoning as in this case. For actual treatment there appeared to be nothing, apart from low-calcium diet, that one could usefully do for these patients.
Mr. H. H. Langston said that the case reminded him of one which he had shown the previous year at a joint meeting of the Section with the Section of Endocrinology (Proc. R. Soc. Med., 1950, 43, 910) . He had illustrated the danger of hypervitaminosis in these patients with vitamin-resistant rickets. His own case appeared to be a true one of vitamin-resistant rickets, and it was given astronomical doses of calciferol. Some three months after the treatment the rickets appeared healed, but the child started having fits and very rapidly went into status epilepticus and died. On post-mortem examination there were found two quite large areas of calcification of the cortex of the brain, with softening and surrounding hemorrhage.
Another case which he had had under his treatment some years ago was considered to be a definite case of this type. He and his colleagues of the Lord Mayor Treloar Orthopedic Hospital were not then aware of the possibilities in these cases and, being satisfied that the case was not one of renal rickets, a tibial osteotomy was done. The result was alarming for the upper end of the tibia seemed just to melt away, and became radiologically almost invisible a few weeks after operation.
Dr. Harwood Stevenson said that Mr. James' and Dr. Dunn's case would appear to be a rickets due to low renal threshold for phosphate and possibly aminoacids. They had found high aminoacid excretion in the urine, though that was at the period of renal dysfunction. It might be worth repeating that test now. He asked whether it might be worth doing a glucose tolerance test and checking the renal threshold for glucose in that way. Intoxication during any period of immobilization always presented a difficulty, for that was the time when symptoms of intoxication were most likely to be induced.
POSTSCRIPT.-In January 1951 the patient's urinary amino-acid excretion was found to be normal in quantity and pattern. Renal function had nearly returned to normal. There was some evidence of deficient ammonia formation by the kidneys. Figs. 1 and 2) .
The arms are held extended and adducted across the front of the chest wall. The forearms are fully pronated and the wrists held flexed, giving the appearance of bilateral Erb's palsy.
There is also marked hyperextension of the knees and marked talipes calcaneo valgus deformity in the right foot.
The literature states that nothing can be done in these cases, but Sir Thomas Fairbank says: "I think it is well worth while getting the mother to stretch gently the tight tissues limiting the movements of the joints two or three times a day, as I have seen marked improvement where the mother is intelligent-even to the extent of practically complete recovery in some, if not all, of the stiff joints." Section of Orthopcedics (1922) is a hyperostotic condition of unknown origin characterized by variable clinical features and constant radiological findings. Approximately 50 cases have been described, 4 of these by the British authors, Wakeley (1931), Boggon (1938 ), Le Vay (1946 and Franklin and Mathieson (1942) . The last linked their case with a report of all cases recorded to that date. Fairbank summarized our knowledge of the disease (1948) .
Melorheostosis, first described by Leri
No hereditary or familial tendency has been reported. Males are much more commonly affected than females and the changes are almost invariably confined to the bones of one limb.
Clinically no signs or symptoms may be found, the changes being discovered radiologically during investigation for other causes. Frequently, however, pain, stiffness and limitation of movement of joints in affected limbs, deformity of the bones involved and affections of the overlying skin may occur. The onset can usually be traced back to the early years of life and the disease tends to be progressive. Many cases have been associated with congenital lesions of various types including craniostenosis and scleroderma.
The radiographs reveal multiple areas of dense and structureless hyperostosis. These deposits may be quite small or may completely affect a long bone such as the humerus. The familiar likening of the appearance to the guttering wax of a candle is well known. The tendency is for the new bone to be deposited cortically in the long bones and endosteally in the short bones. The distribution is peculiarly segmented in pattern, but the segments do not correspond with the course of vessels or nerves. Sear (1947) suggested that it might be somatic in origin with leontiasis ossea as an analogue in the skull. Soft tissue deposits of bony material also occur, but the joint margins are not affected.
The present case is a man of 43, a clerk, who recently sought medical aid on account of a sore near his left ankle which had recurred periodically for ten years. His left arm was amputated and his shoulder arthrodesed when aged 12 for arteriovenous aneurysms, some of which persist in the stump, the supraclavicular region and the back. A tuberculous left kidney was removed when aged 23. As an infant he was observed to crawl in an unusual manner with his left leg doubled up underneath him. He had, however, no trouble with this leg until the age of 31, when his left ankle swelled and was strapped with an adhesive bandage. Since then an exfoliative dermatitis in this area has always been present. He was
